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UltrasoundAbstract Teratomas account for 15% of all ovarian tumors, and 95% are dermoids. In the
reproductive period, they constitute 43–70% of all benign ovarian neoplasms, with their highest
frequency in adolescents. They are bilateral in up to 15% of cases. A 35 year old multiparous female
with three living children and history of previous III cesarean sections, presented with lower
abdominal pain. Ultrasound revealed bilateral ovarian dermoid cysts. After laparotomy, we found
two dermoid cysts on the left side and two dermoid cysts on the right side of variable sizes, which is
a rare condition. All the dermoid cysts were enucleated with reconstruction of the remaining
ovarian tissues.
 2014 The Egyptian Society of Radiology and Nuclear Medicine. Production and hosting by Elsevier
B.V. All rights reserved.1. Introduction
Teratomas, can be cystic, solid, or monodermal. Mature cystic
teratomas contain tissues derived from the three primary cell
layers, with the ectodermal components predominate. They
account for 15% of all ovarian tumors, and 95% are dermoids.
In the reproductive period, they constitute 43–70% of all
benign ovarian neoplasms, with their highest frequency in
adolescents. They are bilateral in up to 15% of cases. Multiplesynchronous ovarian teratomas in the same ovary are a rare
condition (1–3). Ovarian cystectomy or oophorectomy
through Laparotomy has been the preferred procedure for
management because of the risk of chemical peritonitis
resulting from spillage of its contents, although laparoscopy
is now preferred by some using endobags and special precau-
tions (4).2. Case report
A 35 year old multiparous woman presented with lower
abdominal pain. The pain was a dull, aching, and non-
radiating one with no vaginal discharge, fever, dysuria, urinary
frequency, or diarrhea. Menses were regular with no dysmen-
orrhea or menorrhagia.ed.
Fig. 1 Bilateral dermoid cysts in the right and the left ovary on ultrasound scan.
Fig. 2 Bilateral ovarian dermoid cyst intraoperative view (left), repair of the ovary after bilateral cystectomy (right).
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ing. Speculum examination revealed no vaginal discharge.
Vaginal examination revealed a normal size uterus with huge
bilateral adnexal masses of nearly 15 · 10 cm on the left and
5 · 5 cm on the right side. The ultrasound scan showed bilat-
eral large cysts with sebum and fat contents and diffuse low
level internal echoes without signiﬁcant vascularity. The uterus
was normal in size and shape with endometrial thickness of
5 mm. A provisional diagnosis of bilateral ovarian dermoid
cysts was made. CA 125 level was not elevated and all preop-
erative investigations were within normal.
The patient underwent laparotomy for bilateral ovarian
cystectomy. The left ovary was enlarged to 15 · 10 cm and
after cystectomy was found to have two separate dermoid
cysts. The right ovary was enlarged to 5 · 5 cm with two der-
moid cysts after cystectomy (Figs. 1–3).
During cystectomy, a cleavage plane was created between
the cyst wall and the stroma. Then, blunt dissection of the cap-
sule was done. The larger and easily accessible cysts were
removed ﬁrst and the cyst wall was removed en toto. Both
the ovaries were reconstructed with Vicryl No. 2-0 with simple
intracorporeal sutures. We found good amount of normal
ovarian tissue was left behind. Hemostasis was conﬁrmed.
Utmost care was taken not to rupture the cyst.
The peritoneal cavity was irrigated with saline. The
patient’s recovery was uneventful. Histopathology report
showed multiple bilateral mature cystic teratomas.3. Discussion
Ovarian mature teratoma is accounting for 15–45% of all
ovarian tumors. Incidence of bilateralism varies from 10% to
15%. Four separate pathologic reviews comprising 957 benign
cystic teratomas yielded 9 multiple ipsilateral ovarian terato-
mas (9%) (3–7).
Surti et al. postulate ﬁve mechanisms of origin: error of
meiosis I, error of meiosis II, end reduplication of a haploid
ovum, mitotic division of a premeiotic germ cell, and fusion
of 2 ova (8). Few cases have been studied, and these do not
show any mechanism (8).
Benign teratomas are often discovered as an incidental ﬁnd-
ing during examination, imaging, or abdomino-pelvic surgery.
The most frequent symptom is lower abdominal pain (44.1%)
(9). Torsion is the most common complication associated, with
the reported rate 3–16% (10). There was no torsion in our case
in spite of huge bilateral and multiple cysts.
Intense acoustic shadowing seen in many teratomas
obscures the margins of the tumor and the ovary, preventing
recognition of separate masses. Even in our case, multiple
bilateral dermoids could not be diagnosed before surgery on
ultrasound scanning. But the distinction between multiple
plugs in a solitary versus multiple teratomas may be recognized
with difﬁculty in sonography. The differential diagnosis of
multiple complex ovarian masses includes combination of
hemorrhagic cysts, endometrioma, primary ovarian neoplasm,
Fig. 3 Four intact dermoid cysts removed from the ovaries, two in each one. Hair can be seen projecting from the cysts.
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1% to 3%, and the malignant component may simulate a sep-
arate ovarian mass (11). It has been stated that women with
bilateral or multiple dermoid cysts have a greater tendency
for future ovarian germ cell neoplasms (12).
Previous reports suggested that dermoid cysts must be
removed by laparotomy, because of the risk of spillage of seba-
ceous and hairy material, causing granulomatous peritonitis
(4). Laparoscopic management of dermoids with an endobag
is now considered a safe approach. The critical issue is the skill
of the operating surgeon. If intraoperative spillage does occur,
cyst contents should be removed immediately from the perito-
neal cavity by repeated washing and aspiration (5).
The recurrence risk is 3–4% which is higher after
laparoscopic treatment compared with laparotomy, with the
probability of recurrence at two years being 7.6% in the
laparoscopy group and 0% in the laparotomy group (13).
No recurrence was noted in our patient after 1 year of
follow-up.
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